Objective To examine maternal and child internalizing symptoms as predictors of early adolescent emotional eating in a longitudinal framework spanning three critical developmental periods (preschool, elementary school, and early adolescence). Methods Participants were 170 children recruited at preschool age for a longitudinal study. When children were 5.25 years, their mothers completed ratings of their own internalizing symptoms. During the spring of 4th grade, children completed measures of internalizing symptoms. In early adolescence, youth completed a measure of emotional eating. Results Maternal and child internalizing symptoms predicted adolescent emotional eating. The results indicated that child psychopathology moderated the association between maternal psychopathology (except for maternal anxiety) and early adolescent emotional eating. There was no evidence of mediation. Conclusions Pediatric psychologists are encouraged to provide early screening of, and interventions for, maternal and child internalizing symptoms to prevent children's emotional eating.
Theoretical Framework
Emotional eating in children can be understood in a contingent-reinforcement learning model, which explained children's behaviors as being shaped by the parental environment (Rodgers et al., 2014) . The theory proposed by Rodgers and colleagues (2014) was that parents with greater internalizing problems would use emotional eating to modulate their own emotions (Spoor, Bekker, van Strien, & van Heck, 2007) . Those parents who engaged in emotional eating would be more likely to use certain child-feeding practices that taught children to use food for emotional purposes rather than for physical hunger (e.g., using food to soothe and to reward; Blissett, Haycraft, & Farrow, 2010; Farrow et al., 2015) . Building on that theory, children who experienced emotional feeding may have been more likely to engage in emotional eating as they became autonomous with food choices in early adolescence, because they have learned that food could be used to regulate emotions (Braden et al., 2014) . Youth with internalizing disorders may be especially susceptible to emotional eating owing to underlying emotion dysregulation that predisposes youth to cope with strong emotions through eating (Czaja, Rief, & Hilbert, 2009 ).
Parent Influences on Emotional Eating in Youth
A substantial body of literature has examined the association between parental feeding styles and emotional eating in children. Parental feeding styles have been associated with increased emotional eating in children. For instance, offering food to soothe negative emotions in children has been shown to predict emotional eating in young children (Braden et al., 2014; Farrow, Haycraft, & Blissett, 2015; Tan & Holub, 2015) . Moreover, when parents offered food to their children to calm them after a stressful task in an experimental study, children consumed more cookies than those whose parents did not use food to soothe (Blissett, Haycraft, & Farrow, 2010) . Similarly, Farrow and colleagues (2015) demonstrated that 5-7-year-old children were more likely to overeat in response to a laboratory-based stressor if mothers rewarded children with food and had restricted access to children's food 2 years prior. Children may have learned to use food as a way to manage distress when parents either rewarded with food or restricted certain foods.
Research on emotional eating in youth has also examined the influence of broader parenting styles. For instance, low maternal support and high psychological and behavioral control have been implicated in producing more emotional eating in children (Snoek, Engels, Janssens, & Van Strien, 2007) . Behavioral control of food may have led to emotional eating in youth because children stopped relying on their own hunger and satiety cues (as proposed by Farrow et al., 2015) . Other research has found that when parents minimized children's negative emotions, children were more likely to engage in emotional eating (Schuetzmann, RichterAppelt, Schulte-Markwort, & Schimmelmann, 2008; Topham et al., 2011) . Finally, two studies by colleagues (2014, 2016) demonstrated that maternal rejection led to emotional eating in children and that children's poor emotion regulation explained the association. Children with low emotion regulation skills used food to cope with stress from maternal rejection. It is likely that children with poor emotion regulation use food to manage other types of stressors as well. Overall, the literature linking parenting style and emotional eating suggests that parents have an important role in children's eating behavior.
In addition to feeding and parenting styles, parents' mental health symptoms may predict emotional eating in children. Most research has focused on maternal internalizing disorders predicting emotional eating in young children (Haycraft & Blissett, 2008; Haycraft & Blissett, 2012; McPhie, Skouteris, Daniels, Jansen, 2014; Ystrom, Barker, & Vollrath, 2012) . For example, mothers of 2-year-olds who experienced greater depression, anxiety, and stress were more likely to engage in emotional eating, use emotional feeding techniques with their children, and have children who engaged in emotional eating (Rodgers et al., 2014) . Other research suggested that mothers with more internalizing symptoms were more likely to pressure their children to eat, which undermined children's natural hunger cues and taught emotional eating as a coping mechanism (Ystrom et al., 2012) . Little research has examined the role of maternal internalizing symptoms on adolescent emotional eating. However, research by Snoek and colleagues (2007) revealed that emotional eating among parents was related to emotional eating among adolescents. They based their research design in theories of social modeling to argue that adolescents learned to engage in emotional eating through observation of parental behavior (Snoek et al., 2007) .
Child Influences on Emotional Eating
In addition to parent predictors, some research indicated that children's psychological health was associated with emotional eating. For instance, youth aged 8-18 years old who were characterized as engaging in emotional eating at high levels were more likely to have internalizing disorders and to consume more food during an observed mealtime (Vannucci et al., 2013) . In another study, van Strien and colleagues (2010) examined the relationships among depression symptoms, genetic risk for low levels of serotonin, and emotional eating in adolescents. The study found that adolescent depression symptoms were correlated with emotional eating, especially for those with a genetic predisposition to have low levels of serotonin (van Strien et al., 2010) . The authors argued that early adolescence was the ideal time to examine emotional eating, because the rates of emotional eating are rather small in childhood but increase substantially in adolescence.
Study Rationale
Because research has primarily been conduced with young children, the research base has mainly focused on maternal feeding behaviors and the emergence of emotional eating in children. A smaller subset of studies have also examined the associations between early maternal internalizing symptoms and children's emotional eating when they were in preschool and early elementary school. Studies examining associations between maternal internalizing psychopathology and children's emotional eating later in development are limited, and we are aware of no longitudinal studies spanning early development to adolescence. In addition to examining the influence of maternal internalizing psychopathology on emerging emotional eating, it is also important to understand how children's own internalizing problems may predict emotional eating patterns with the increasing independence of early adolescence (Bassett et al., 2008) . This study was built on past findings by examining the relationships between maternal and child internalizing symptoms and early adolescent emotional eating in a longitudinal framework spanning three critical times of development (preschool, late elementary school, and early adolescence).
Interplay of Parent and Child Internalizing Symptoms Influencing Emotional Eating
Moreover, maternal and child internalizing symptoms could interact to produce emotional eating in youth. For instance, child internalizing symptoms could explain the relationship between maternal internalizing symptoms and later emotional eating, such that mothers passed on a tendency for depressive and anxious symptoms to their children (Buckholdt, Parra, & Jobe-Shields, 2014) , and children's internalizing symptoms led to increased emotional eating to cope with strong emotions (mediation). Alternatively, it is also plausible that maternal internalizing psychopathology exerted a unique influence on the risk for emotional eating in youth, with the combination of maternal and child mental health symptoms having an interactive effect on emotional eating in adolescence (moderation).
Aims and Hypotheses
The current study had three aims. The first aim was to examine maternal internalizing symptoms predicting emotional eating in youth. It was hypothesized that maternal internalizing symptoms early in a child's development would have long-term effects on emotional eating in early adolescence. This hypothesis was based on previous findings of significant associations between maternal internalizing psychopathology and emotional eating in children, but extended previous research into early adolescence in a longitudinal design. The second aim was to examine child internalizing symptoms predicting emotional eating. It was hypothesized that child internalizing psychopathology would also predict higher emotional eating. Because early adolescents have more independence in their food choices, it was expected that youth who experienced greater internalizing symptoms would be more likely to soothe themselves with food. The third aim was to explore the interplay of maternal and child internalizing symptoms by testing both mediator and moderator models. Theoretically, it was unclear whether child internalizing psychopathology explained the relationship between maternal internalizing psychopathology and emotional eating in youth (mediation) or whether child internalizing psychopathology influenced the relationship (moderation). Both mediator and moderator models were tested in exploratory analyses to determine the relationship between maternal and child internalizing psychopathology on emotional eating.
Method

Participants and Procedures
Participants were 170 children recruited at preschool age for a longitudinal, lagged cohort-sequential study that spanned from preschool through early adolescence. Participants were recruited at a Midwestern study site in the United States through flyers distributed at local preschools, doctors' offices, the local health department, and by word of mouth. Before enrolling in the study, parents completed a telephone screening, and as the larger project focused on describing normal cognitive development in preschoolers, children with diagnosed developmental, behavioral, or language disorders at the time of initial recruitment were excluded. To be eligible for the study, the primary language spoken at home had to be English.
At study entry, mothers and children visited the laboratory to complete measures. Mothers provided written informed consent for participation. At the preschool time point, children participated within 2 weeks of turning 5.25 years. During this visit, mothers completed ratings of their own mental health functioning, demographic information, and a background interview including questions about pregnancy, the home environment, daily routines, and cigarette smoking. Because mothers were thought to be the best reporters of their own pregnancies, mothers were targeted as the parent reporter. There was a 95.0% participation rate for mothers who agreed to complete their own measures. At the grade-school time point for this study, children participated in the spring of 4th grade. During the 4th grade assessment, after parents provided consent and children provided verbal assent, children completed a packet of measures including internalizing symptoms in a quiet room of the laboratory. In preschool and elementary school, parents were compensated for study participation with a $75 gift card per session, and children received small toys.
In early adolescence, parents provided consent and the youth provided assent to participate in the followup study. The youth completed measures of health behaviors including emotional eating in a quiet room of the laboratory. At the early adolescent time point, the youth ranged in age from 10.75 to 15.08 years (m ¼ 12.02, SD ¼ 0.90). Parents were compensated for study participation with a $75 gift card, and early adolescents were compensated with a $25 gift card. The University of Nebraska-Lincoln institutional review board approved all procedures.
In terms of race and ethnicity, 64.9% children reported as European American, 18.4% as multiracial, 14.4% as Hispanic/Latino, 1.7% as African American, and 1.0% as Asian American. The race and ethnicity of the mothers were reported as the following: 85.0% mothers as European American, 7.2% as Hispanic/ Latino, 2.8% as African American, 2.0% as multiracial, 2.0% as Asian American, and 1.0% as American Indian. The majority of mothers (68.9%) were married. In terms of maternal education, 2.9% of mothers had less than a high school diploma or equivalent, 9.8% had a high school diploma or equivalent, 36.2% had attended some college, 41.4% had a college degree, and 9.8% had attended a graduate or professional program. Recruitment involved stratification by children's sex (51.7% female) and oversampling on sociodemographic risk (39.7% at risk). Sociodemographic risk was defined as eligibility for public medical assistance based on federal poverty guideline of family income to size. The mean total household annual income was $55,953 (SD ¼ $35,563). Refer to Table I for descriptive statistics of continuous variables.
Of 180 participants who completed the study measures in early adolescence, 170 youth had complete data on study measures at all three time points (94.4%). Nine had missing data on the parent mental health measure completed when children were 5.25 years. One was missing the child internalizing measures in 4th grade.
Measures
Maternal Internalizing Symptoms
The Brief Symptom Inventory (BSI; Derogatis & Melisaratos, 1983 ) is a 53-item self-report measure in which mothers rated the extent to which they had been bothered (0 ¼ not at all to 4 ¼ extremely) by various mental health symptoms in the past week. The Positive Symptom Distress Index (hereafter, maternal symptom distress) measures the intensity of distress and was included as a broad measure of mental health problems in the analyses. To assess common specific internalizing problem areas, the following subscales were included in analyses: somatization (e.g., "faintness or dizziness"), depression (e.g., "feeling no interest in things"), and anxiety (e.g., "feeling tense or keyed up"). Internal consistency ranged from acceptable to excellent across the scales used in the current study (a ¼ .95 for maternal symptom distress, .70 for somatization, .81 for depression, and .71 for anxiety).
Child Anxiety
The Revised Child Manifest Anxiety Scale-Short Form, second edition (RCMAS-2; Reynolds and Richmond, 2008 ) is a measure of children's anxiety appropriate for children aged 6-19 years (for a description see Huberty, 2012) . The short form of the RCMAS-2 is a 10-item questionnaire that is a valid measure of child trait anxiety (Reynolds & Richmond, 2008) . During the spring of 4th grade, children answered questions about their worries by circling either Yes or No for each question (e.g., "I get nervous around people"). The RCMAS-2 provides age-stratified norms based on a nationally representative sample of 2,300 youth. The anxiety t-score was calculated using standard scoring procedures for the RCMAS and included in analyses.
Internal consistency of the RCMAS-2 was acceptable in the current study (a ¼ .72).
Child Depression
The Children's Depression Inventory 2 (CDI-2) is a 28-item measure of child depression symptoms (Kovacs, 2015) . It is appropriate for children aged 7-17 years old, and the CDI's psychometric properties are excellent (for a review see Tobin, 2016) . Children completed the CDI during the spring of the 4th grade by answering questions about symptoms experienced in the last 2 weeks on a 3-point Likert scale (e.g., "I feel sad"). The depression t-score was included in the analyses. Tscores above 65 were clinically elevated and scores above 55 were considered above average compared with children of the same age. Internal consistency of the CDI-2 was acceptable in the current study (a ¼.79).
Emotional Eating
Emotional eating was measured using the Dutch Eating Behaviors Questionnaire, a commonly used 33-item questionnaire, in adolescence (van Strien, 2002; van Strien, Frijters, Bergers, & Defares, 1986) . Early adolescents answered questions about emotional eating patterns on a 5-point Likert-type scale (e.g., "Do you get the desire to eat when you are anxious, worried, or tense?"). For the analyses, emotional eating in response to all emotions was used as the outcome measure. Internal consistency in the current sample was excellent (a ¼ .92).
Analysis Plan Preliminary Analyses
Pearson's correlations were calculated to determine whether there were significant associations of demographic factors with study variables. Post hoc power analyses for multiple regression were conducted to ensure that there was enough power to find significant effects.
Main Analyses
A series of linear regression models were used to estimate the relationships among maternal internalizing symptoms, child internalizing symptoms, and youth emotional eating. Moderator and mediator analyses were used to determine whether child internalizing psychopathology was a moderator or mediator of the relationship between maternal internalizing psychopathology and youth Table II . The predictor and moderators were mean centered before creating the interaction term. Interactions were probed at the mean and 61 SD of the mean.
Results
Preliminary Analyses
Before the regression analyses, preliminary analyses were conducted to determine the association of demographic factors with emotional eating. Gender, age, ethnicity, race, and maternal education did not significantly correlate with emotional eating (p > .05). Given the lack of association between demographic factors and the outcome variable, demographics were not included in the subsequent regression models for parsimony. A post hoc power analysis for multiple regression revealed that a sample size of 170 provided ample power to find a medium effect. Refer to Table I 
Child Psychopathology Predicting Emotional Eating
The next set of regression analyses investigated child internalizing symptoms and emotional eating. 
Exploratory Analyses
Mediation Mediation analyses were examined using the following predictors in separate models: maternal somatization, maternal anxiety, and maternal depression. Child anxiety or child depression were included as mediators. Emotional eating was always included as the outcome. There was no evidence of mediation when using nonparametric bootstrapping analyses that were repeated 1,000 times.
Moderation
The results of the moderation analyses are displayed in Table II . Moderation was first examined with maternal somatization as the focal predictor and child anxiety as the moderator of emotional eating. When including maternal somatization as the predictor on
Step 1, child anxiety as the predictor on Step 2, and the centered interaction term on Step 3, there was significant moderation. Each variable was significantly predictive of emotional eating, with the interaction term accounting for a unique amount of variance in emotional eating, R 2 D ¼ .02, b ¼ À.001, p ¼ .040. A similar pattern was observed for child depression as the moderator (R 2 D ¼ .02, b ¼ À.001, p ¼ .046), such that when child internalizing symptoms were low, children engaged in the most emotional eating when their mothers' symptoms were high. When maternal somatization was low, children with high anxiety/depression engaged in more emotional eating than those children with low anxiety/depression. See Figure 1 for the relationship between somatization and childhood depression and anxiety predicting emotional eating.
Moderation was then examined with maternal anxiety as the focal predictor and child anxiety or child depression as the moderator variable. When including maternal anxiety as the predictor on Step 1, either child anxiety or child depression as the predictor on
Step 2, and the centered interaction term on Step 3, there was not significant moderation, although maternal anxiety, child depression, and child anxiety continued to be significant predictors. Refer to Table II for a summary of moderator regression results.
Finally, moderation was examined with maternal depression as the focal variable and child anxiety as a moderator. In the final model, there was significant moderation, but maternal depression was not significantly related to emotional eating. Child anxiety significantly predicted emotional eating, with the interaction term accounting for a unique amount of variance in emotional eating, R 2 D ¼ .03, b ¼ À.002, p ¼ .014. Next, child depression was included as the moderator. Similarly, child depression significantly predicted emotional eating, with the interaction term accounting for a unique amount of variance in emotional eating, R 2 D ¼ .05, b ¼ À.002, p ¼ .003. The negative interaction terms indicated that when child internalizing symptoms were low, children engaged most in the most emotional eating when their mothers' symptoms were high. When maternal depression was low, children with high anxiety/depression engaged in more emotional eating than those children with low anxiety/depression. Refer to Figure 2 for the relationship between maternal depression and childhood depression and anxiety predicting emotional eating.
Discussion
The current study examined the relationships among maternal and child internalizing symptoms and emotional eating, as well as mediation/moderation models of how maternal and child internalizing symptoms interacted to produce youth emotional eating. Consistent with the first hypothesis that early maternal internalizing symptoms would have a long-term influence on youth emotional eating, the results demonstrated that both global and specific aspects of maternal internalizing problems predicted early adolescent emotional eating (with the exception of maternal depression). In support of the second hypothesis that child internalizing symptoms would predict early adolescent emotional eating, the results indicated that both child depression symptoms and anxiety symptoms predicted later emotional eating. Finally, the results indicated that child psychopathology influenced the relationship (moderation) between maternal psychopathology (except for maternal anxiety) and early adolescent emotional eating. There was no evidence of mediation.
Most of the research on maternal internalizing psychopathology and child emotional eating has focused on maternal feeding practices with young children (Haycraft & Blissett, 2008; Haycraft & Blissett, 2012; Ystrom et al., 2012) . This is one of the first studies to examine the relationship between maternal internalizing symptoms and early adolescent emotional eating. Consistent with research that found that early maternal internalizing symptoms were associated with young child emotional eating (McPhie et al., 2014) , the current study extended the findings to demonstrate that maternal internalizing psychopathology early in development was a risk factor for later emotional eating in early adolescence. All examined predictors of emotional eating in adolescence significantly predicted emotional eating except for maternal depression. It is unclear why maternal depression did not predict Figure 1 . Graph of the moderating effect of child anxiety (top figure) and depression (bottom figure) on the relationship between maternal somatization and emotional eating.
Note. Low, average, and high child internalizing symptoms reflect 1 SD below the mean, the mean, and 1 SD above the mean, respectively. emotional eating, but consistent with expectations, maternal anxiety and somatization predicted youth emotional eating. Rodgers and colleagues' (2014) contingent reinforcement learning model theorized that maternal internalizing disorders led to emotional feeding of toddlers, because food was used to temper emotions of both parents and their children. This study extended that theory by demonstrating that adolescents whose mothers had internalizing disorders were also more likely to emotionally eat. Perhaps children who were emotionally fed are less in tune with internal physical hunger cues (Ystrom et al., 2012) , which promoted increased emotional eating across development.
The finding that child internalizing problems in late elementary school were predictive of emotional eating in early adolescence is consistent with the Affect Regulation Model. The Affect Regulation Model describes the occurrence of using food as a coping mechanism to distract and reduce negative emotions (Burton, Stice, Bearman, & Rohde, 2007 ; for a meta-analysis see Haedt-Matt & Keel, 2011) . Eating can be a way to temporarily numb uncomfortable emotions, including anger, fear, sadness, anxiety, loneliness, resentment, and shame. For example, children experiencing boredom and sadness may use food as entertainment or as a way to stay busy. This study demonstrated that emotional eating continued into adolescence.
This study is one of the first to examine the relationship between maternal and child internalizing symptoms in predicting emotional eating. The exploratory models of moderation and mediation favored moderation, as there was an interaction of maternal and child internalizing symptoms in producing early adolescent emotional eating. Child internalizing symptoms moderated all associations between maternal internalizing and adolescent emotional eating, except for models with maternal anxiety. It was surprising that maternal anxiety did not interact with child internalizing symptoms when child symptoms influenced the relationships with maternal somatization and depression. Maternal internalizing symptoms influenced child emotional eating at differing levels of child internalizing symptoms; that is, the effects were not additive, but multiplicative, suggesting that some children may be especially vulnerable to the effects of their mothers' psychopathology.
The results of the moderation models indicated that maternal symptoms were most predictive of emotional eating in children who had lower levels of depression and anxiety. Specifically, mothers' internalizing symptoms had the most influence on emotional eating in children who were not depressed or anxious. Children who exhibited high depression or anxiety were relatively consistent in their emotional eating, with maternal depression not having a large influence. For children whose mothers had minimal depression/ somatization, children who were highly depressed or anxious engaged in more emotional eating than children who were low in depression and anxiety. Overall, the results indicated that both child and maternal internalizing symptoms were unique risk factors for later emotional eating, but they were not necessarily cumulative.
The findings of the mediation analyses did not support the theory that maternal internalizing problems would lead to child internalizing problems, which in turn would lead to adolescent emotional eating. Maternal internalizing symptoms remained a significant unique predictor of emotional eating even after controlling for child internalizing symptoms.
Implications
Vast literature indicated that maternal depression and anxiety were associated with poor child outcomes more broadly (Brennan et al., 2000) . This study adds to that literature while extending the findings to emotional eating. Pediatric psychologists are encouraged to assess for emotional eating and internalizing disorders and to provide appropriate emotion regulation interventions. Early screening and treatment of maternal internalizing disorders are critical for many child health outcomes (Glover, 2014) , including emotional eating. Practitioners can intervene with maternal emotional functioning by treating internalizing disorders and providing education on modeling healthy coping skills. Family and individual therapy may be useful for addressing psychopathology and emotional eating in both mothers and their children. Because child anxiety and depression were also associated with emotional eating, youth presenting for treatment of internalizing disorders could be taught healthy coping skills to replace emotional eating as a way to manage emotions (Hemmingsson, 2014) .
In terms of research, much of the existing literature has examined family influences on the onset of emotional eating (Blissett et al., 2010; Farrow et al., 2015; Rodgers et al., 2014) . Because research has primarily been conduced with young children, the research base has mainly focused on maternal feeding behaviors and the emergence of child emotional eating (Braden et al., 2014; Tan & Holub, 2015) . Less research has been conducted with adolescents (Snoek et al., 2007) . Especially because emotional eating increases with age (van Strien et al., 2010) , longitudinal research is needed with older adolescents. Future researchers are encouraged to replicate this study and extend it into samples of older adolescents.
Limitations and Future Directions
Several limitations of the current study are noted. First, the study had small effect sizes, which is common in research examining eating behaviors owing to the many contributing factors to emotional eating. Second, the research design examined the presence of internalizing symptoms with relatively brief, but reliable, measures (BSI, CDI, RCMAS-2) rather than conducting a thorough assessment of whether mothers and children had diagnosable, clinical internalizing disorders. Future researchers may choose to examine emotional eating in subsamples of youth presenting with clinical depression and anxiety to build on the current study that examined the constructs in a community sample. Third, the study design followed a developmental trajectory in which the constructs were measured at different occasions to preserve the temporal sequence of the theory (maternal internalizing symptoms at 5.25 years ! child internalizing symptoms in 4th grade ! emotional eating in early adolescence). Perhaps, if we had included internalizing disorders from the early adolescent occasion in the analyses rather than the 4th grade time point, more internalizing symptoms would have been endorsed, because internalizing disorders increase in prevalence as children age. Further, the ability to test alternative models, such as co-emergence of traits/symptoms or reverse causal sequences, was limited by having the constructs measured at different time points. Future research can examine the association between adolescent internalizing symptoms and emotional eating at multiple time points to augment the results of the current study. A fourth limitation is that emotional eating was not assessed in childhood and then controlled for in the analyses. This limits the conclusions that can be drawn in terms of longitudinal relationships and causality. A fifth limitation is that this study included only mothers, and future work examining the role of fathers' psychopathology would be valuable. Finally, future researchers are encouraged to explore gender differences in the relationships. In the current sample, there were not significant gender differences in emotional eating, but studies with larger samples may have more power to explore gender differences. Sixth, the theory by Rodgers and colleagues (2014) posited that parents with greater internalizing problems would use emotional eating to modulate their own emotions and use feeding practices that promoted emotional eating in children. Maternal emotional eating was not assessed in this study, and therefore this aspect of the theory was not tested and should be examined in future research.
Despite the limitations of the current study, there are many strengths that expand on previous research to produce novel findings. First, the extended longitudinal design is a contribution to this research that, to our knowledge, is new. Second, to preserve the temporal sequence of the developmental trajectory, the constructs of interest were examined at three separate time points (preschool, 4th grade, and early adolescence), which is a novel addition to the literature. Third, parents and children completed distinct, validated measures to reduce common method variance that occurs when the same person reports on each of the constructs.
Conclusions
In conclusion, this study found that early maternal and child internalizing symptoms predicted later emotional eating in early adolescence. Moreover, child internalizing symptoms moderated the association between maternal internalizing symptoms and youth emotional eating. Pediatric psychologists are encouraged to provide early screening of and interventions for maternal and child internalizing symptoms to prevent children's emotional eating.
